175 pulled in, and oxygen administered by mask. These capsules would be used by recumbent patients requiring lengthy treatments, such as those with gas emboli, coronory thrombosis, and traumatic vascular lesions.
The advantages of this system are. (1) Should the patient in a capsule require attention during treatment he is accessible without undergoing complete decompression. ( 2) The treatment of one patient can be controlled without interrupting that of others. (3) A capsule can remain empty while the others are in use, so that scrupulous cleaning can be performed after use by an infected patient. (4) If suitably designed the patient can sit up, which is impossible in a conventional small chamber.
With the equipment now available, however, I believe that several small chambers in a properly staffed unit is the most practical solution if hyperbaric oxygen is to be made available to those who require it. Induction of Labour SIR,-Rupture of the forewaters to prevent the risks of postmaturity is a simple procedure that can be carried out in hospital, in a general practitioner unit, or in the home. The method becomes hazardous when labour fails to start after 24 hours and oxytocic drugs have to be used. Salzmant 2 described the tapping of natural maternal oxytocin by manual suckling of the breasts. He applied his technique to the maintenance of strong, efficient contractions in the first and second stages of labour and to the management of the third stage. He doubted whether suckling could be used to initiate labour because it was usually ineffective if cervical dilation was absent. But sweeping of the membranes and digital dilation of the cervix are commonly performed immediately before artificial rupture of the membranes. and by this action conditions are set for an immediate response to suckling.
The areola of one breast is squeezed between forefinger and thumb just behind the nipple in precisely the same manner as in manual expression of milk. The pressure used should be just sufficient to express colostrum and should not be uncomfortable to the mother. Manipulation is continued for 45 seconds at intervals of five minutes. The first uterine contraction should occur after not more than four periods of suckling and a contraction should follow each stimulus thereafter. Sooner or later contractions occur spontaneously before the next suckling action is due. The mother is then in labour and will continue without further aid. It is unusual to have to continue artificial suckling beyond one hour.
The average induction-delivery interval can be cut from 221 hours when using artificial rupture of the membranes to 1O hours when breast stimulation is added. This reduction is achieved almost entirely by removing the delay between artificial rupture of the membranes and the establishment of labour. The technique is applicable both to primigravidae and multigravidae, and no significant difference was noted between the two classes in speed of establishment of regular contractions. Diagnosis of Chronic Beryllium Disease SIR,-The widespread use of beryllium in modem technology constitutes a continuing hazard to the health of industrial workers, as even trivial injuries contaminated with beryllium may lead to extensive disease.' Chronic beryllium disease is characterized by epithelioid-cell granulomas in the tissues similar to those of sarcoidosis and the two conditions may be difficult to distinguish in the absence of chemical analysis.2 Beryllium metal and salts are known to be sensitizing agents, but the use of beryllium-patch skin tests poses hazards of sensitizing unexposed subjects. Alternative methods for the diagnosis of both diseased and sensitized subjects are therefore required. It has recently been shown3 in one patient that in vitro blastoid transformation of lymphocytes by beryllium salts may be of value.
We have studied seven patients with chronic beryllium disease using the macrophage migration inhibition technique (M.I.F.). Lymphocytes were cultured for 72 hours with 0 5 ml of 10-9M beryllium sulphate solution. The presence of M.I.F. was assessed using unsensitized guinea-pig peritoneal macrophages. All the patients examined had a history of beryllium exposure with clinical, physiological, and radiological evidence of chronic pulmonary disease. Additional evidence for the diagnosis was present in the following: sarcoid type granulomas in lung biopsies (4/4) and positive beryllium patch tests (2/4). Six of the seven were on corticosteroid therapy at the time of testing. Two of the seven patients show a migraton index (M.I. = migration area with antigen/migration area without antigen) of less than 0-8. In 10 apparently healthy subjects with no beryllium exposure the M.I. was greater than 0-8 (see Fig.) . 
